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Abstract
Responding to Ruth McDonald’s editorial on the rise of  leadership and leadership development programmes 
in healthcare, this paper offers three arguments. Firstly, care is needed in evaluating impact of leadership 
development, since achievement of organisational goals is not necessarily an appropriate measure of good 
leadership. Secondly, the proliferation of styles of leadership might be understood in part as a means of 
retaining control over public services while distributing responsibility for their success and failure. Thirdly, 
it makes a plea for the continued utility of good administrative skills for clinicians and managers, which are 
likely to become all-the-more important given recent developments in healthcare policy and governance.
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Ruth McDonald offers a sceptical but reasoned viewpoint on the increasing onus placed on leadership and leadership development in the 
NHS and elsewhere, as a means of responding to the 
multiplicity of challenges that face today’s public services 
(1). She highlights the weak evidence base for the association 
between leadership behaviours and organisational outcomes 
(often neglected by the more fervent advocates of leadership 
development programmes), and lauds a recent call from 
the UK’s National Institute for Health Research for more 
robust research on leadership development. Such calls are 
indeed to be welcomed, even if they do represent another 
example of evidence following, rather than preceding, 
investment. Exactly how such programmes should be 
judged, however, and according to whose criteria of success, 
is a critical question.
As McDonald notes, discourses of leadership have moved 
away from a sole focus on those at the apex of organisations, 
towards various forms of distributed leadership. Such shifts 
might be seen as reflecting the more complex reality of 
healthcare networks and markets, where the authority of a 
small group of leaders at the top of a hierarchy is no longer 
sufficient on its own to determine organisational direction 
(2,3). With this shift towards distribution of leadership has 
come a proliferation of forms of leadership behaviour, with 
concepts such as ‘quiet’ and ‘servant’ leadership joining 
more traditional understandings of transformational and 
heroic leadership (4). This poses challenges for evaluation: 
if leadership is a multifaceted entity, with different forms of 
leadership for different purposes, then how should its impact 
be assessed?
One common answer is that leadership should be 
contingent: the good leader is a chameleon who can adjust 
her leadership style according to the challenge in hand. 
Accordingly, the impact of  leadership can be judged (subject 
to methodological limitations) both in terms of individual 
tasks or processes, or in terms of its aggregate effect on 
organisational outcomes as a whole. In this understanding, 
different leadership behaviours are to be deployed judiciously, 
but in pursuit of a singular aim: their effectiveness is to be 
judged according to their “fit with … organisational goals” 
(1). Yet sometimes, of course, seeing good leadership in these 
terms is problematic. In the same way that, as McDonald 
points out, senior leadership positions can bring with them 
myopia and hypocrisy (1), adherence to organisational 
objectives in lower-level distributed leadership roles can 
also cause problems. The scandal at Mid Staffordshire, and 
other organisational calamities in healthcare and elsewhere, 
were not just a matter of poor care by some clinicians and 
maladministration by some managers, but also a failure on 
the part of leaders of all kinds to identify, anticipate and act 
(5). Despite warning signs and a host of attempts to speak 
out at Mid Staffordshire (6), many managers and clinicians 
found it difficult to defy the overarching organisational 
Martin
International Journal of Health Policy and Management, 2015, 4(1), 43–4444
narrative that things were more-or-less OK (5). The short-
term interests of the organisation are thus not always 
aligned with the long-term interests of patients, the public 
or the wider system. Good leadership is sometimes about 
rejecting organisational goals in favour of ethical priorities. 
Evaluating leadership development in these terms is difficult, 
and enacting such leadership behaviours in practice is 
hugely challenging—arguably even more so in increasingly 
marketised healthcare systems where competition between 
organisations is purported to be the lifeblood of system 
healthiness, and so individuals’ pursuit of organisational 
interests is valued and rewarded (7). 
More broadly, the multiplicity of forms of leadership, each 
with its own application, purpose and benefits, ironically 
reflects, I suggest, a crisis of leadership on the part of those 
in senior positions. The spread of leadership discourse, 
it has been argued, seeks to enlist an increasing number 
of individuals into governmental objectives (8), acting 
as a ‘remote control’ (1) on a wide range of individual 
subjectivities. Those identified as leaders extend beyond 
senior managers, now including junior and senior clinicians, 
assistants, administrators, technicians, and even patients and 
the public (8). Those at the top can no longer dictate, so they 
must enrol. In the same way, the proliferation of leadership 
programmes, and their associated propagation of different 
leadership styles, might be understood as an imperfect 
attempt at resolving the tension in a desire to retain control 
while distributing responsibility. Leadership offers the 
answer, but it is the responsibility of the leader herself to enact 
that leadership, in all its polymorphous forms, appropriately 
and effectively. The UK’s recently removed Secretary of State 
for Education, Michael Gove, purportedly once said that “If 
anyone asked me what my ideal education policy would be, it 
would be to clone Rachel [de Souza, the headteacher of a highly 
performing school] 23,000 times” (9). This statement perhaps 
exemplifies the faith put in the panacea of  leadership: it 
is the answer, regardless of the specifics of the challenges 
faced by 23,000 schools (or 160 hospital trusts or 211 clinical 
commissioning groups) in divergent local circumstances. It 
is a universal solution with an underlying instrumentalist 
logic, to be enacted (or ‘implemented’) by diffuse individual 
leaders. If leadership does not achieve what is vaunted, that 
is the individual leader’s fault, and she can be replaced by a 
better leader whose application of leadership accomplishes 
what policy intends.
Finally, amidst all the enthusiasm for leadership, we should 
surely be careful not to neglect one less fashionable aspect 
of the job of the effective clinician or manager: good 
administration. While networks and markets undoubtedly 
bring new challenges that require creative responses, 
including adaptive leadership, healthcare organisations 
are still bureaucracies, and will still to a large extent thrive 
or flounder on the organisational and administrative 
skills of their managers in particular (10). Contractual 
relationships between independent organisations in 
marketised systems require, if anything, more intensive 
and skilled administrative capacity, as well as specific legal 
and accountancy skills, as the greater bureaucratic costs 
associated with more market-based systems suggest (11). 
In the rush for leadership, let’s not forget the importance of 
competent administration.
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